was discontinued, he began to complain of increased dyspnoea on effort, and there was further radiological deterioration shown in a chest radiograph of June 1961, in which there had appeared also a new round opacity above the right hilum, considered possibly to be an enlarged lymph gland (Fig. 2 The remaining lung tissue on both sides felt very densely rubbery and firm. This did not show histological evidence of growth or active sarcoid, but was considered to be the effect of the radiotherapy. This irradiation pulmonary fibrosis made the tracing of previous sarcoid histology difficult.
Thoracic lymph glands.-There were many fibrotic glands. The glands at the carina were large, and when sectioned did not look malignant, nor was there evidence of malignancy on histological examination. There glands appeared to be completely hyalinised, but no specific granulomatous condition was seen.
Heart.-Some hypertrophy of right ventricle with dilatation. Spleen, liver, kidneys.-These looked congested. Histologically, there was no evidence of sarcoidosis.
Case 2 Mr. G. S., born 1905, a bricklayer, was first seen September 7, 1961. He had suffered from recurrent bronchitis for many years, he smoked 25 cigarettes daily. Several chest radiographs had been taken from 1949 onwards, and these had shown merely an appearance compatible with chronic bronchitis. But in 1957 some medium sized mottling appeared in both lung fields. This appearance remained unchanged in 1959 (Fig. 4) .
In June 1961, his cough became worse, and was associated with some bloodstained sputum. He also developed pain in the left chest. On examination, he was of florid complexion, with a dorsal kyphosis and a barrel shaped chest. There was no finger clubbing. No enlarged lymph glands were palpable, nor were the liver or spleen. Chest radiographs showed generalised medium sized mottling in both lungs, especially in the upper halves, but there was also a mass near the left hilum (Fig. 5) . Tomographs confirmed this to be a solid lump in the anterior segment of the left upper lobe. Bronchoscopy showed partial obstruction of the left upper lobe bronchus, and the mucosa in it looked irregular and nodular. A biopsy of this showed an undifferentiated carcinoma. Sputum cultures were negative for Myco. tuberculosis. Permission for a necropsy was not obtained.
DISCUSSION
Only four cases similar to those described above have been previously reported. Jefferson et al. (1954) described two cases in which generalised sarcoidosis, histologically proven by skin biopsy, had been present for eight years and five years before bronchial carcinoma supervened. In both cases, the onset of the primary bronchial carcinoma was not recognised during life, despite the development of a pleural effusion in one case, and evidence of multiple metastases in the other. The deterioration of the patients' condition was considered to be due to the progress of the sarcoidosis. Necropsies, however, showed the dual pathology, and the lungs and hilar lymph nodes showed sarcoid and squamous carcinoma in the same section. There was no doubt, in these two cases, that the generalised sarcoidosis had preceded the development of the bronchial carcinoma by a number of years.
In the case described by Goodbody and Taylor (1957) , enlarged glands led to a scalene lymph node biopsy being performed, and this showed a sarcoid histology. Eight months later, a mass developed in the left upper lobe, and this was followed by a pleural effusion. Bronchoscopy revealed a squamous. cell carcinoma in the left upper lobe, and a left pneumonectomy was performed The specimen showed an anaplastic carcinoma, squamous in places, with sarcoid histology in the lung adjacent to it. The draining hilar lymph nodes showed no evidence of metastasis, but there was a typical sarcoid histology. In this case, there was less than a year's interval between the diagnosis of sarcoidosis and the subsequent recognition of the bronchial carcinoma. However, it is not certain how long either of the disease processes was present. It may even have been the case that the two pathological processes developed together, and were in some way causally connected.
In the only other reported case, that of Ellman and Hanson (1958) , there was evidence of generalised sarcoidosis of lungs, liver and spleen, and scalene lymph node biopsies on two occasions showed typical sarcoid histology. In addition, there was a mass in the right lower lobe, the sputum showed malignant cells, and thoracotomy confirmed the presence of a squamous cell carcinoma. A section of the lung and the draining lymph nodes showed the two disease processes, sarcoid and carcinoma, to be present side by side. The whole illness was short, the patient dying within eight months of first being seen. The two disease processes may be regarded as having been concurrent. Therefore, only in the two cases reported by Jefferson et al. (1954) was there a resemblance to the two cases described in this paper, in which sarcoidosis was known to have been present for at least four years before the bronchial carcinoma developed, but with the difference that the latter was diagnosed during life.
Inter-relationship of Sarcoidosis and Bronchial Carcinoma Three possibilities may be considered in the discussion of the inter-relationship of sarcoidosis and bronchial carcinoma:
(i) The generalised sarcoidosis precedes the development of the bronchial carcinoma, and is in some way causally connected and may even predispose to the malignant change. Evidence in favour of this is that sarcoidosis involves the mucosa of the larger bronchi (Turiaf et al., 1952; Kalbian, 1957) , and Raeburn and Spencer (1953) have demonstrated that malignant change may arise in postinflammatory scar tissue.
(ii) The generalised sarcoidosis develops as a reaction to the bronchial carcinoma. This might explain the situation in the cases described by Goodbody and Taylor (1957) and Ellman and Hanson (1958) , but would not explain the cases described in this paper and those of Jefferson et al. (1954) . The difficulty is that one can never be certain how long the sarcoidosis has been present before it is recognised clinically.
(iii) The generalised sarcoidosis precedes the development of the bronchial carcinoma, the occurrence of the latter being entirely coincidental. This is the most likely explanation of the cases described here.
Local Sarcoid Lesions and Malignant Disease An important distinction must be drawn between (i) the generalised disease or syndrome " sarcoidosis ", with which we have been concerned above, and (ii) the local " sarcoid lesion ".
The concept of the local sarcoid lesion, in tissues such as lymph nodes and skin, as a reaction to various disease processes, has been well described and emphasised by Freiman (1948) , Refvem (1954) and Lofgren, Snellman and Nordenstam (1955) . More recently, Anderson et al. (1962) have again drawn attention to this phenomenon. Thus it is now well known that typical sarcoid histology may be found in lymph nodes draining infections by fungi, leprosy, syphilis, brucella, leishmaniasis, or as a reaction to trauma, silica, beryllium, and many other agents.
That local sarcoid reactions occur in lymph tissue draininig malignant disease at various sites, as well as in and around the tumour itself, has also become well recognised, since attention was drawn to this phenomenon by Nickerson (1937) .
Further cases were described by Gherardi (1950 ), Nadel and Ackerman (1950 ), Symmers (1951 ), Prior (1952 ), ten Seldam (1956 and Gorton and Linnell (1957) . These cases of local sarcoid lesions were chiefly related to carcinoma of uterus, breast, bile duct, etc. Local sarcoid reactions in relation to bronchial carcinoma have been reported by Symmers (1951) , Gorton and Linnell (1957) , and Lamy et al. (1960) . It is of interest that several authors, Anderson (1942) , Nadel and Ackerman (1950) and Symmers (1951) , have described a local sarcoid reaction in the lung and draining lymph tissue in relation to cases of " invasive " bronchial adenoma.
Often a lymph gland draining a malignant tumour will show both metastasis and sarcoid histology adjacent to one another. On the other hand, only the local sarcoid histology may be seen. Perhaps some product of the malignant disease, possibly a phospholipid, is responsible for initiating the sarcoid reaction in the draining lymph node. An alternative explanation is that the local sarcoid type of response is indicative of resistance to the malignant disease. Animal experiments by ten Seldam (1956) and by Gorton and Linnell (1957) have failed to throw further light on this problem.
CONCLUSION
In a case of generalised sarcoidosis in which there is not the expected response to corticosteroid treatment, or where there is an unusual clinical development such as pleural effusion, or where a new radiological opacity appears in the lung, the possibility of there being coexisting malignant disease of the lung must be considered, and full investigation (by bronchoscopy, search for malignant cells in the sputum, etc.) is indicated. In these circumstances, a scalene lymph node biopsy showing a sarcoid histology may give a false sense of security, since this does not rule out the possibility of there being malignant disease of the lung. The sarcoid histology in the lymph node may merely represent a local sarcoid reaction to the malignant disease, or it may be part of a generalised systemic sarcoidosis, complicated by the development of bronchial carcinoma, as described in the cases presented in this paper. On the other hand, the finding in such a case of only a malignant histology in a scalene lymph node does not exclude coexistent sarcoidosis.
SUMMARY
Two men with pulmonary sarcoidosis, diagnosed four years previously, developed bronchial carcinoma.
A distinction must be drawn between cases of this type and those in which a local sarcoid reaction occurs in lymph glands draining bronchial carcinoma.
A scalene lymph node biopsy showing sarcoid histology does not exclude malignant disease in the lung, since the sarcoid histology may represent either a local sarcoid reaction to a bronchial carcinoma, or the bronchial carcinoma may have supervened on a case of generalised sarcoidosis.
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